Dr.Diaa ahmed Zagazig university 



if^S^C&t 





www.DrBacar.com Team 

Presents : 

Dr. Ahmed Mowafi Chest Book 

Special ThanKs to : 
Dr. Mustafa El-Muhammady 

Dr.Muahmmed £ayed 



4 More Data Regarding Medical Students .. Plz Visit Us on : 

www.DrBacar.com 

Dr.Diaa ahmed Zagazig university 



DteDiaa ahmed Zagazig university 

SB - Internal Medicine - Chest. 

Chest Scheme 

Definition : Only in Bronchiectasis and COPD. 

life- . ' Etiology : ^k lA 1 b \a y 

- Extra Pulmonary : -» pleura. 

-♦ diaphragm. 

-> sub diaphragmatic. 

Pleural effusion., - PertcaidVil elusion (i .-.-.',..■ '' T }< Li_c !.. 

Clinical Picture : 1 Symptoms, Signs S. Complications ) 

A - Symptoms : 

2. Cough. 

3. Dyspnea. 

4 Pain... e.g: due to pleurisy. 
5. ( F.A.I I M i Fe -i . r ' i I i h*> Malaise,. 

[The I" symptom in case of infection] 
NB: In Chest pti i C :;_.ch before dyspnea except I.P.F. 
, : 'i i | I i iii cough. 
p. - : "nlo-s i iai pulmonary fibrosis, 
suppurative lung syndromes: 
Sputum : - excessive. 

- purulent. 

- usually paroxysmal. 
ill il '..nil "1 I mention position: 

1- lung abscess on healthy side. 

2 Bronchiactasis on leaning forward.) 



Ml* 



In 

,,n 



tachypnea. 

tachycardia. 



-» bulge : ( pleural effusion. 

emphysema. & hydro I hi 
fibrosis, collapse ). 
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T.V.F. (dil 



ihKheii in (ill except 2 C 



e affectec 



-> consolidate' l.i, 1 . '."-"'■ 

fibrosis & collapse, 
emphysema, bmlch/Uj 




— consolidation. 

— pleural effusion. 

i i . 



i. Ausc ultation ; 

1. Breath sounds . 
\ 2. Adventitious sou 
^3. Special sc 



pfl ... .V :-,i>?cir:ii sound . 

' O^S? It; Bregthjo^ds.:, 




exp.= 3:1 A f;l pd>; 
-,p. -J rpassi75? ^° <J 

"longed^ | ■ ijn 



_ -•■ • C.O.P.D. 
, • br r li i 
__ _^_^ _• brondToger „ 

i 1 'i i i f l=> vr^j^^c^i*- 1 

fY"""- therets a gap [J insp. & Exp. . ^ 

f- 1 - gap -> alveoli non functioning. 



e.g.: 



lib: 






$*f 



iaa ahmed 



IZagazig ufflversity 



Dt.Diaa ahmed 



Zagazig university 



Jzf - Internal Medicine - Chest. 





-^ dry pleurisy. 






b. tonchi 


-> bronchial narrowing : e.g. 




c. crepitation 


s -. con^Wntion. 


. , in 




1 


8, pulmonarv 


edema. 




3. Special sound: 








> lung ab 


, r ■ , , r ^ In 1 r. , -t, 






C- Complications : 








No compliaal'o.ns — ^il^iJI JS 






C.O.P.D. 5, [pneumonia 


Inn l' i -,' ■• ■' 1 t 1' t J 


is) .-be 


io 


Q - Complications Of C.O.P.D. 


[obrb-1-) 






a. Chest : 












rt 




2. bronchiectasis. 


^nf 


fl 






arcnoma. 






4. respiratory failur 


ily disturbance. 







>tf 






7. protelnurea in n li I ll I 

8. sail and wu'oi ictenlior ( [ COS . slirr-u'cjtion of 

carbonic anhydrase enz. Inhibitor ). 
!. S'oi'iac'n : 

9. peptic ulcer. 

>. Chronic cough (10) : 

rupture bullae. 



t I.A.P. -. hernia and prolapse. 

t I.O.F- -> retinal hge. 

T I.C. P.--* mycotic aneurysmal rupiure 
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Q- Complications of ( Pneumonia ■ > i Ineclasis ): 




a. General : 

1- Septicemia. 

2- Septic shock. 

3- Meningitis. 

4- Amyloidos's. 

5- Clubbing. 

W- 6- DJ.C. ( d : 5sir-iinaioc.linii;ivG«;ultj' co agulation) 




2- Effusion. 

3- Pneumothorax. 

4- Hydropneumothorax. / 

5- Empyema. k>r**.ek<«t&Si$ 

;■:■ ■ n 1- Pneumonia. v »r«.w«''' lfl 

i- In b!orch,a;: iu-js i -corpulmonale 




+ in pneumonia (unresolved ) — - delayed resoL.iik.iri 

- inconploie lesoluiio'i. 




Investigations obd ^1 , «j oils d 




1- Radiology: 

1 <**^ ' III. CT. 

if / 2- Lab. : 




i. sputum examination. . 

ii. pleural fluid aspiration. , \ A 

iii. others :(HB% - E.S.R. ) b^ °" ecy 
3- Invasive : [_^ i-i/pcX^ 

i. bronchoscope. 6/V°' J ''C? 

ii. thoracoscope. 
4- Inv. l-or the cause e.g. :T.B. 
! - - JL , / W .. «.., jae o 
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Subject 


Page 


I'louicil discloses : 

Dry pleurisy. 
Pleural effusion. 
Pneumothorax, 


2 
3 
8 


Pneumonia. 


n 


" .1 -lii i it i 
Lung abscess. 
Bronchiectasis. 
Infected cystic lung. 
Empyema with bronchopleural 
fistula. 


23 
30 


,B. 


32 


Bronchial asthma. 


42 


C.O.P.D, 


49 


Lung cancer. 


56 



tactile vocal frjirra-ris. 



S8y. 
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Anatomy of the pleura : 

Divisions : a layers; both meet at the root of 

IL .1 I lil ' -I - ill 

- Costal pleura : covers the th 

- Diaphragmatic pleura : covi 

I 'hi II " I 

Appearance: 

J- II Hi I ! I I ' I I I I Hi I 

Blood supply : 

- arterial supply : pulmoi iaiy ar*er 

- venous drainage : to the left afrium. 
: ~ari:lul :.) k:ura : 

- arterial supply : systemic orterie: 

- venous drainage : to the right uhu-n. 
Lymphatics of the pleura : 






3. costal pleura S, peripheral part of the 

diaphragmatic uloua irtercostals nerves. 
3. central part of 1h^ lia hi in i!i pleura 



Pleural fluid : 

■ small volume of fluid is normally pre; 
its function is to lubricate the lung m 

Pleural diseases : e.g.: 

■ Dry pleurisy, 

■ Pleural effusion. 
- Pneumothorax. 

■ Pleural tumors. 
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Dry pleurisy 




Def. : 11 is an 


iflammation'of both layers of i pleura without effusion. 




Ae_: 


"xixjalivr; pleural effusion. 



. > 111 t ■' - ii I run) : due to sh 

parietal pleura. 
> characters of pleural patn : 

• site : localized c 



i ch' 



shoulder tip : via phrenic nerve when 

area over centml en n or di \ i i r 

affected. 

upper abdomen : when area over 

peripheral diaphragm is affected. 

hi I i i I Ii ii 



!u'- i i. :; 



\M 



- coughing, 
-chest wall mo- 
• U ed by : - catching brea 

-splinting! site c 

2. Dyspnea & dry cough. 

3. Symptoms of the underlying condition : 



Pleural rub; due to friction of the rough 2 I; vor. 
> characters of pleural rub : 

■ superficial. 

■ leathery. 

■ t e d by pressure of i sle'" losoopo. 

1 - ii I i 

■ no fixed relation to i heart sounds. 
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SS - Internal Median, 



Pleura! effusion 




post cairiiolorny syndrome, 
post traumatic. 

eollaaen -'i-en 



olfl 



\M 



** K 



malabsorption 
nephritic syndroi 



Different 


e (') exudate 8, transudate. 






transudate 


Specific gr 


avily ; 


> 1016 


<1016 


Protein : 


> 3 qm/dl 


< 3 gm/dl 


LDH: 


> 200 IU/L 


< 200 IU/L 



Clinical picture : 

Depends on: 

- cause : inflammatory or non inflammatory. 

- rate of fluid accumulation: rapid or slow. 
-- amount of fluid: large or small. 

A- Symptoms : 

1. Asymptomatic: small & slowly accumulated. 

2. FAHM. 



Dr.Diaa ahmed 



Zagazig university 



DiDiaa ahmed Zagazig university 

S3 r Internal Medicine- Chest 



3. Pain, 

a. stitching 

b. dull aching 

4. Dyspnea. 

5. Cough. (dry , 


— pleurisy. 

- massive pleu 

recurrent). 


,„,.„„» 


B- Signs : 






b. chest moverc 
2. Palpation : 

a. trachea : shi 


ent -led on 


al localized bulge, 
i affected side. 

e in massive pleural 


i > ■! ■-)— il, nii-j 'iri.i . :|. i| ■•+. 

ii. fixed ined'odinum : centra trachea. 
iii, associated pleural fibrosis. 






i. vesicular breath sound : Jed or absent. 
ii. . bronchial breath sound e or eout aegophon 
( at the uppi - i -r . i ie effusion ) 
b adventitious sound : 

rub -> superficial . 

-t leathery. 

— > not related to i cardiac cycle, 
■ I I ■ , - j - 1 1 i<il ! 

rs from pericardial rub : disappear with holding respiration. 





Effusion 


Collapse 


Fibrosis 


Pe iii 


Stony dullness. 


Dullness. 


Dullness. 


Trachea : 


Opposite 


Same 


Same 


Opacity : 




Homogenous 


Heterogeneous 
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Investigations for pleural effusion : 

1- Radiological examination ; 
a- plain chest X-ray : 

; - Small amount : homogenous 
! obliterates costophrenic angle. 



■ f J I r . LI |. i r-f n .. I l|, i | 



opacity at i site of i fissure. 

- . I 1 I I I MM 

d-iplvaymntic copula. 

■ ill JIl |... I I "I 

the chest: 
in detect up to 200 ml. of fluid. 
Ihe chest. 



l- ' ■' j .j 



parameter 


Exudates 


Transudeie 


1- pleural fluid protein 


> 3 qm/dl 




2- pleural fluid protein / s 




>0.5 


<0.5 


3- absolute LDH volume 


> 200 IU/L 





4- pleural fluid LDH / seru 


nLDH 


>0.6 




. " . . ii'_ qiavity 


> 1016 


< 1016 



PH of pleural fluid : PH < 6.8 oilcn in empyema 

! pse.jduchylothorax ) 
Glucose in pleura' fluids • normal pleural fluid 
glucose equal to that of the serum. 
Lipids -> chylothorax. 
Amylase : it is high in effusion 2ry to pa i 
pancreatic tumors & oesophageal rupture. 
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3- Pleural i i ■ h i l i .1 r - 'i ■ 




4- Thoracoscopy. 




5- Feature of the cause, e.a. : sputum -> t.b. 




N.B. : 1 Pleural fluid glucose in - Bacterial infection. 












-. Malignant effusion. 




Special types of pleural effusion ; 




1- Para pneumonic effusion : 




■ the most common cause of exudative pleural 




effusion is pneumonia. 




; . " baclerial pneumonia is associuiod with pleural 




effusion in 40% of cases. 




■ it may progress fo empyema. 
2- Tuberculous effusion : 




■ culture of pleural fn 'c. is often vo 
• pleural biopsy is diagnosed uric! shows a 
1 1 r 1 i| .1 1 . 11 ' f .. -1 -r 






■ it means presence of pus in the pleural space. 




" causes : pneumonia, 1 B . fungus SJung abscess 




- treatment : anlibioik: s, intercostal tube 




drainage. 




4- Maliqnanl pleural effusion : 




- .due to pleural metastases, effusion blood 








5- Haemothorax: 




■ it means presence of significant amount of 








■ causes : chest trauma, ialrogenic. ruplure of 




peripheral pleural adhesions 8, malignant 




pleural effusion. 




11 1 1 - 1 1 1 ii-i'inothorax. 




■ it is diagnosed when the HCV of pleural fluid > 




50 %-of peripheral blood. 




■ 111 of choice : intercostal fube drainage. 




b- Post suraical pleural effusion : 




1 _ ■ 1 , ifn ■ i| ' 1 " 




■ It's usually small e'fusion and resolve 


Di 


spontaneously. 
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7- Chylolhcvax : 




■ presence of chyle in 


tilt? [.■'?!', 




iholhoit 


■ trauma : blunt 'rriun 


aoriatio 




ynriphu-i 




ales. 


■ idiopathic. 




■ treatment : surgica 




chemotherapy for ly 


mphoma 


Treatment of pleural effusion : 








- onliT.B. foiT.B. 

- chenv i -I i il it t effusion. 

'iiil I ' il i, i . i ,nii,, 

■■'■..: .'. ■' '""■'! ■ «: '■■■ ■ ■ , ■ I 

3- Intercostal tube (ICT] for drainage for : haemotborax, 

empyema chykync.rax & hydropneu 

4- Pleuridesis in cose of : recurrent plei 
pneumothorax. 

5- Analgesics 'i 



I- indications: 

a. huge amount. h^S a^<J\ 

b. blood or pus. h^su> ^^Jf 

c. not respond to medical treatment. qju.s., qjUj^VI 

a. respiialuiy distress 

b. collapse, 

c. lymphatic obstruction. 
3- complications ; 

a. neurogenic shock. 
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Pneumothorax 

■ Def. : Pre: n c of it 111 11= olou'ai space 

Types : 

A- Spontaneous pneumothorax : 





1- lrv spontaneous nei in. lhom> 






- in young pcl'er s o; :pcien'iy healthy lung. 




- M's caused by upline :>' He!) 


nto I pleura. 




2- J , Mjonlone : u: pu-'.-nolnoKr 






- in patients e diseased lunq, : i 


due to : 




i. Luna disease : 


otfl 




■ COPD. 




" cystic Fibrosis. 
' " 




v^ 


■ bronchogenic carcin 
ii. Chest wall infections; 


-«a 


iii- Sub-d : apharinatic : 






■ sub-phrenic abscess 






ik. Others : 






■ Marfan's syndrome 












■ lung metastasis. 




: 


- Traumatic pneumothorax : 






1 1 1 1 1 1 J ll I 1 M|| 


er due to : 




I. Diagnostic techniques : as 






■ pleural aspiration. 






- biopsy. 






ii, therapeutic techniques : as 






- mechanical ventilation 






- CVP, 






Percutaneous lung asp 
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IT 'i i il 





1. Pain : sharp ur-iloicrfj" ulcut:.J : O'.i'n. 




2. Dyspnea : depend on 




. . . !■ i' ■- ine underlying lung 




ii. amount of air in the pleural space 




3 " C °i 9 nol common 
iL Z 00 ^ 




B- General Examination : 




1. Simple pneumothorax 

-tachypnea. - tachycardia. 




2. Tension pneumothorax : 

i. must be taken seriously. 




:'. suspected if there is : 




1. tijr h i 1 'II r 




' 2, patient is 




-anxious. -restless. 




sl'uyrjliiiy r or b'ecrh with signs of 




respiratory distress. 




C- Local chest examination : 




i. shape : normal, maybe 




, 'i| |=.., . i ■ ---. 




ii. respiratory movomeol (J^sti 1 on file a'fec'ed 




side. 




2. Palpation : 




> central. 




> may shtf" to • opposite side. 




ii. TVF: fled. 
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affected lobe, 
li. adventitious sourn 

5. Small pneumothorax nr 

Investigations : 

1- Amelia blood gases : hypoxe 

2- Chest X-ray ; 

a. In tension pneumothorc 
to the other side. 



Treatment : 



■ in healthy a< 



• volume of pneumothorax is 
emgng aement : 



ertion of intercostal tube IICT). 
» Indications of ICT in pneumothorax : 
|H' a) Tension pneumothorax. 

) Large | , , i I r nth r i it, volume, 

d) Small but enlarging pneumothorax. 

e) Presence of dyspnea. 

fl Presence of pneumothorax w'lh Ibid. 
g) Underlying pull icjnai di - ■ ■• 
h) Patient on mechanical ventilation. 
i) Previous contra-lateral pneumothorax. 
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Pneumonia 

3 lung parenchyma. 



ileal Cla ssification : 
" Bronchopneumonia ( lobular pneumonia ] : patehy, 

a lung segment c 




\M 



^ 



. haemo.ohilu:; iniijcn. 
.2. Legionella species. 
3. Klebsiella. &g|2 

iii. rare causes : sterpt. Pyogens , rickettsic , ologue , 

bqciPus anthrax, tuberculous and nocardia. 
m bacterial infectiot 



HSV, SARS & corona viruses. ■ 

ii. I I illrj ll | • -i I I I III I I'll 

= 1. i l I'lf t i n-iii : trKoplcsmo, .... " 

iv. I i i i il raanisms.) 

2 Non infectious causes : 

a. chemical pneumonia : lipoid pneumonia; due to 
aspiration of oily motsrio' ink) Iho lungs, e.g. : aspiration 
of oil based nasal drops & smoke. 

b. physical pneumonia : 
after radiotherapy of the chest. 

c. collagen disease. 

d. allergic. 
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Predisposing factors for 



I- Reduce or 

3- i ;*d 



oppresses cough. 

ty of alveolar macrophages and neutrophils. 



C/ P of classical lobar pneumonia : 



| _l|H | | 

' ll Mil I III 

Root of in f ection : the potential pathogen re 



3- Colonization : in the I. ■ c, „ I i, I 

e.g'. : COPD & bronchiactasis. 

A B'ood spread. 

Pathology of pneumonia : 4 stages : 

I- Stage off n i i i i i- -vsels- > fine 

c, ,-n ill , ,~. i i 
2- Stage o' led hooalizcMon : Ihore is intra- alveolar exudation (red 

id fibrin). 



greyt 
f ■ i exi .-• Inli, :n ( WBCs ) and liquefaction si 
place ' -* productive expectoi 



f resolution : the remaining exudcie; 
I llu , I i <tem. 



3- Cough : 

- dry ( at first ] 

- productive of yellow oi 




^441 



-;2 - 
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I . . '-/, - ■"'■ run! Mt.thi'ir.t' ■ ( i\;:st 

_ _ < ! motion : 

l-Tachypnea,and tachycardia; 

ics: Nialion : pulse = 1:2 or 1 : I ( normal = 1:4) 
2- Temperature : 38-5 - 39.5 °C. 

3- Face : i <iiiojJl oUJlJI JS 

- hoU'Tiolysis ■> jaundice. 



shape : normal, maybe; 

- unilateral bulge -» efiusion, 

" i —coilap 



■ U respiratory movement on the affected stde. 



2- Palpation : 








- may shift - opposite side -> effusion. 




- same side > collapse. 




TVF: ffed. 






^ 


impaireo note or dul 1 


bronchial Lt^ ill | ii t^sonance over i 




affected lobe. 




crepitations . In '. I :i ' 1 -i it itn i ,r 








ii ii i ■ i | n 




( stage or grey hepatization and resolution ). 


Indices ol s 


evere pneumonia ; markers o' severity : 




- M~ml i p , ' ii ''I i it- 1 




- Arterial hypoxemia PaOV < m mini -a 




- Tachypnea i 30 brealh/min. 




- Tachycardia 2 1 25 beat/min. 








- Evidence ol renal insufficiency. 




- ■-;: tccylosls ■ 20.000 WBCS/ml. Or 




ieucopenia < 4000 WBCs/ml. 
















diastolic iiflmmHg. 
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Complications of Pneumonia: 

a- General : 

}- Septicemia. 

2- Septic shock. 

3- Meningitis. 

4- Amyloidosis. 

5- Clubbing. 

6- D.fc. 
I> Pleural :. 

2- Effusion. 






4 ■ 1 1 ■ i | ■ i ii ■ l 
5- Empyema, 
c- Lung : 


co«fl 




3- Fibrosis. 

4- Unresolved pneumonia 

i. delayed resolution. 
ii. incomplete resolulic 


<sU 









Investigations for pneumonia : 




A- 


, i 






. 1 f\ •< i n-'ii i i- 1 i i i i i 

bronchogram & ill d. : '!■:■.. v.-.l. .-. ■■::pecl i ng lobar 




• Bronchopneumonia : 

-> bilateral patchy consolidation with ill 

defined nodular shadows 
-> staph pneurronci : abscesses & 

• Other radiolccr ::l r ! c M-:s 

il i M , i i- i ii i i - i 
iodi.ki 'iviliin'es : fungal or hB. granuloma 
o rad ; ological signs a! cornplicalbns : accompanied 
pleura! rvfusion & lung abscess. 
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1 . Sputum examination : 




a. Gram'; stain : absence of organism 




legionella, mycoplasma , coxilla, vir 
T.B., or fungal pneumonia. 


1 pneumonia, 




b. special stain : 




■ Zeihl-Nelseen -.T.8. 




■ Fungal we' mounts smear 




-> funga! irfeonons. 




■ vvriohl slain — aspergillus infe 




■ Giemsa -» Pneumocystis 




c. sputum immuno-delection : -> pneumococcal Ag 



_ 



\M 



' I i I r i i l I l . il 

infection. 

Iliii' I i i i ' il | ii i i 

I" - i' il i 1 ii il - 
i. trans imcher: aspvjlc. 
;. fiber optic bronchoscope. 

i i i II ii|. 



I. open lung biopsy, 
jgicai tests : 

> ELISA. Ic'csa 

C- Blo od Examination : 
L WBCs count: 

a. leukocytosis. 

b leucopei'ia. 

c. lymphocytosis. 
2. Blood urea 8, aeolhh. 
i L ■:■■ 'ijr viior le-:. 
4, Serum electrolytes : hyponafrei 
5_ B ood culture. 

D- Arterial blood gas f ABG 1 analysis : 



L 02 saturation is screened at !>' by pulse oxymetery followed 

by ABG analysis. 
Z lfPa02 <60mmHg or PaC02 > SOmmHg 

-> assist- i hi i i , ps^ary. 
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TTT of pneumonia. : 

l. Choice of i specific antibiotic reaim 

a Not severely ill palienf: 

! i. I.V. benzyl penicillin or 

ii. Inadequate response add one of i foil 
I izitl i it i icrolide), 
2. ciprofloxacin. 
' ' i i i ii 



. - - I | i ienl 

ill n i I - -I 



_ I I i i 11 i i 

i. Aminoglycoside. 

1 . antipseudomonal penicillin! Gentamycin). 

2. antipseudomonal 3 rd generation 
cephalosporin. 

3. ciprofloxacin. 

4. p-lacfain Impenem. 



a Fluid 4 electrolyte replacement. 

b, Corticosteroids -• shock. 

c Inotropic drugs : dopamine S, dobutamine -> shock. 

c. ---.p';. ilory support : 

' fti i I i- I i | J 

ii. mechanical ventilation : 

1. PdO2<60mmHG. 

2. rising PaC02 or PaC02 > 50mmHg. 

3. respiratory acidosis. 

iii. postural change - - improve oxygenation. 

3. Other problems : 
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Atypical pneumonia : 

(p • Caused I I n_> jf cell walls, 

\ • Can't be detected by ordinary sputum staining. 

o r n I I . I |i , III I 

; . h ) eg- r onda, ' i I ii Chlamydia, 

{j viral, T.B. & staph. 






i. pneumonia 
ii. e.g. : 


ed pneumonia ( CAP|. 

pneumococcal p-ieu 




> 


Hospital acquired 


pneumonia ( HAP ) 

1 ! 


1 i il 




ii. e.g. : 


- Klebsiella 

- H. influenza. 
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Chronic lung abscess 



Def mi 'r i tm -ti ii jI 

by pyogenic organism results in tis: 
cavity formation. 



■ child -■> fore^n body. 

■ c'dull ■ during 01 posi opeci'ive. 
. ab.sen c oughjcilgx, 



co& 



^ 



> diaphragm : 



sub-phrenic absce5s. 



Types of lung abscess : 

• single. 






in yspi'alicr Via obccss: 

■ Rt lung > Li lung i bronchus wider & in lino 6 
trachea.) 

- - ii il i-n i 

- post. Segment of Rt upper lobe.) 
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Dura 1 ! i 
'. chrink 


(><s- 

/i1y.) 


5 wee,s 




»r«U 


out healing 8. e 


Dathoaenesis : 

■ It skirls as area of pneumo 
or mrcroabcess coalease t 


',',, 


a^ngle 


cavity -> reach a 



srodes the adjacent bronchi & so 51 j ij/ui'ii i 
expectorated 8- r:i fines i's way re abscess cavity -► fluid ai 



Pafholoqy : 








• Stage of pneumonia. 

• Stage of acute abscess : 




rofl* 




| necrosis S. liquefaction. 




■ _i ll: ! ' ihl 








ng pus. 




- (hick wall. 




■ S!T"iOO : 'l. 




■ surrounded by fibrous tissu 




- legixr. 


Q_ 


PA 






L 


Pneumonic stage = pneu 


monia 


^localized. 


- 


Acute abscess : 
A- Symptoms : 

1- Suppurative lung syndron 
Sputum : - excessiv 







- usualy paroxysmal. 

- usually positional, [ mention position: 
- 'ung abscess ... on healthy side.) 



3- Cough. 
4- Dyspnea 



■ pneumonia. 



1 '■ 6 I lea -nop 1 vsis I ma u m I g massive.) 
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eneral 




- fever. - fachy 


reci - 'tichvcudiu. 


-Moss of weight. 


-loss of appetite. 


icil : (sings of cavity 


= consoloclation ] 


J "^snape . nc 


rma |, rnaybe; 




ral bulge -» effusi 




ml retmo'ion -> collapse. 




movement Hied | on the 


! affected s 


de. 



\N 



^ 







'[.','" 


e de ~* 


effusion. 




■ TVF: tied. 


—3> c 


« S*f* 


l.XrA it* 


J- pel cm 














the affected lobe. 


,, 


jscultgtion 








■ bronchial 






■ r, .. 



■ loss of weiyht 5. appetite ■ cachexia. 
mii ' nd ome. 
relention syndrome, iii^uxll ajsKil 



{sings of cavity = 

Complications of lung abscess 

1. Septicemia. 

2. Septic shock. 
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3. Meningitis- 




4. Amyloidosis. 




5. Clubbing. 




6. D.I.C. 




ta- Pleural : ; 




2- Effusion. 








4 Hydropneumothor 




5. Empyema. 








1, Pneumonia. 




2. Br'iri'Jii. ' ' r, 




Investiaalion : — & fj) 


cdfl 


h Rad. : 








. before rupture 






vity e fluid level, 


1. Ihinwall 




2. Ihickwall 


-> chronic. 


b- C.T. : . 

> suspected bio ichia ca'cinoma. 


Z, Lab,: 




a- SDutum exam, : - Gra 


m-sfain. - culture. 


'- .I'n cytology -> rn 


lignant ceils. 


c- Blood picure: - leucocytosis. -anemia. 


3- Bronchoscopy: 
















- '. t I~l " f r |Rtl 




-instillation of antibiot 




- FB exffacfion. 




- palliative tit of carcir 


oma e laser or cryotherapy. 


Dlfferentional Diaanosis : 




■\_ Other causes of supprative syndrome 
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■ i i li< i 



i| r i i I i ii i I 

Bronchial carcinoma. 
Ruptured hydatid cyst. 



H.B : difference ( j lung abscess & pneumonia : 

• pneumonia : -+ one organism, 

• lung abscess .' — > rnu/.'i organism 



,-nffl 



2; TTT of acule lung abscess ; 



**" 



antibiotic : ( to cuvor tl-s sneo'rum of G.+ve , G.-ve , 
organism; 1 
ve -> penicillin G or 

3 ,d generation cephalosporin 

■ G -ve -> amino-glycosides. 

■ anaerobic -> metronidazole. 

b, postural drainage. 

c, bronchoscopic aspiration & instilation of antibiotic. 
cL Symptomatic ill: 

■ analgesic. 

e. Rest , good nutrTa-i e I ici p-crsn diet. 
3- TTT of chronic lung abscess : f, J /^ J fl ,jjj|; 

o continue i medical tft for another 6 weeks. £\£ } j> ft? 
o surgical tit : -, ' rrf" 

• serious heamoptsls. 



W 
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'■''- i'lic.nuii Mu'lidiw. Ciirr,!. 



Bronchiectasis 



Obstruction. 



"E^ 



\ V: . / 



t !. >il ii 



Pathogenesis ; 

• I nfection -> affect i elastic Fibers of i t 



Ml* 



■ Congenital : ci ' ! *>\i u 

Tnnclile r. ■'■■\r : syndrome : -o scm*"-. ,w^3- 



1 'I II 'I I r i i r , mi I 

■ Acquired : 

ft; ' " inside _> foreign body. 
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;/, U;h-nhllMc>Mc.ilir- (■'•:'?'■ 



bilateral. (Lt > Rt) 

l : . ,-. . i .-ri.- v !."_■ jj£ :'l 



P*My -^£r 



■--, Xerosis & college a'O'jrnd i Lironcr 



\M 



,-H.„ 







( mention position: 
-. Brobnchianlasis.. on leaning forward.) 
Heannoptysis : , 

■ ■ i, . i i hi i [ ''in hi ii id i="cl 
3- Cough 

5- Pain. ..due to -pleurisy. 

■ chronic cough. 

■ pneumonia. 
4-( F.A.H.M. ) Fever., .9 rigors. 



A U ^onc™ 






■oinupiys.'s 6 
- Cica = dry. 
-> Apical. 



B- Sings: 

1- General : 



I ■ I .1 I 

• hypopro 
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I 'i t, wine -Chest. 



I ■ I ' li i iors uss od e clubbinc 

l Lung cancer. 

jit Pulmonary librosis. 





"Vi. Cysl-c Fibrosis. 




2- Local : (sings of cavity = consolodation ] 


,J 




to.-"-- 




A c l> ■; 


- normal, maybe; 


/ 






- unilateral refraction — colic 




■ respiratory movement (lied ) on 




affected side. 



-opposile side ---effusion. 
-.. - /■-■ >Z '„,.:■: ■:.../ .v...-. -sameside -.collapse. 

' V [ ~^ «r- ■ TVF: Tied. 

3- Percussion : 
Iq . I 'A*, . bv J _ ■ impaired note over the affected lobe. j> .pi,1 c L y 



' 



b-ealhing over i affected lo 

hi n 

- | i i i r -, : — earty. 



Complications of bronchiactasis : 

a- General : 



I i i 
Clubl in. 
D.I.C. 
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4. Hydropneumolhorax. 

c- Lung : : 

L Pneumonia. 
2. Lung abscess. 
<3. Fibrosis. 

4. Coipumo-iale. 

1 ' 5 '/ F - / fl* 

Investiaafion ; ■ 6 ><■ >>> ' "" ? r*'l<" 

f J 1- Racj.: 

a- X-rav : 
E '1 ' ( j- normal or fed bronchopulmonary markings. 
!•■■ rV,e5) "' tooth r i i r filled bronchi. 
JeA ' (*' "'■ tram line appearance : evacuated bronchi. 
iv, : cystic change n , 
v, honey comb apperance. 
vi. complication. 
b-Ci. 



, ^p c- Bronchography : 

- fhe gold standarded lechntqu 

- difficult. 

- great discomfort to i patient. 

i n n 

3i Bronchoscope : | ,, „ 

" J r i - II J ■ i t t q 

iz Pulmonary funcfior 



rc-opcrativg evaluation. 
■ reveal obstructive or ^'nt-live ,-,, rr .. rnb ; n( 
5- Others : 

a- blood picture : leucocytosis. 

c- EC" , i i , ! i I ii |et r - 

d- hypogammaglobinenia. 

e- biopsies : - iestis. - bronchi 

- nasopharnyx. 
f- sweet test -> ciliary dyskinesia syndroi 
Differentional Diagnosis : 

jf bronchorrhea ; 

i cough (3mx2y). 
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:/N luirimil Mnlifiiit' dwsi. 


■ Lung aLess. cy 5 »ic lung, empyema e broncho-pieural 




• Alveolor cell carcinoma : 

- watery expictoralion. 

- diagnosed by biopsy & sputum cytology 
■ Bronchial asthma : 

- recurrent attack of wheezes.cough & 

] - not related to posture. 




2- Other causes of heamoplvsls : 

-T.B. - Bronchial carcinoma. 




BE! Treatment : 




1: Prophylactic : 

i.: mumps & rubella. 

. lit of pneumonia or other chest infections. 




2- Medical ttt 

i ' 1 M 'r i | ill I ' l 1 

Ck'< ' l '<^--t I J ' full dose tor prolonged periods 

J '' 'Tt- - according to the culture 8, sensitivity. 



■ chest physiotherapy. A . , , 

■ postural drainage : — •> '-*'••■'■* ■■-> (-•!■»'« 

- very important in bronchiectasis. , i j. I 

©onchodflators : P W« c f v „ w fc. c ,,(„>, ^.'Uf.*^ 
if there are vvheeezes. 

■ haemostatic drugs : 

in cases of hoemoptysis. 



■ human gamma g'onutiii in Ivy; >o.< immaglobulinemia. 

■ ttt of complications. 
3^ Embolic therapy : 

■ in massive heamoplysis — to control bleeding. 

■ done by in|( t I n i n I i il in ih° fr lir i 

A- Sur gical excision : 

■ localized lesions. 

■ Severe threatening symptoms as 
- massive heamoplysis 
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Infected cystic iung 



' Def. : Developmental anomaly of the bronchial tree with 

abnormally dilated bronchial wall caliber with bronchial cyst 
formation. 

Pathology : it has 2 forms : 

t- Central congenital cyst : 

> if is in mI 'Mi 'il I. i-J of connection e either 
the patent bronchus or alveoli. 

2- Peripheral congenital cyst : 

i. il is frequently multiple & connected with the rest of 

Ihe bronchial tree and Ihe alveoli. 
ii. If infection occuis in those cysts, ii will resemble cystic 
bronchiectasis with suppurative lung syndrome. 



■ ;;'• .:. ..[ •.■>: "-.i ' , I ' 

1, Asymptomatic :■ if no infection & no 
connection with bronchial tree (central type). 

2, Infection : suppurative syndrome 8. pyaemia. 

3, Spontaneous pneumothorax. 

■ Signs: 

similar to those found with lung abscess or 
bronchiectasis {mention}. 

• Complications : e.g. : spontaneous pneumothorax 
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1- Sputum bacleriolngy : culture and sensitivity. 

2- X-ray ; : soap-bubble ap| n< < 

3- Bronchogram : cystic dilatation. 

4- CT of the chest. 



■ Medical I i 

■ Surgical 'irag 1 ; central cyst or localized 
peripheral lung cysts. 



^ 



\tf 



.0 



x** c 



af 



.co* 
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Empyema with bronchopleural fistula 



Def, : Pus in the p 
(opening) t> 



\M 



Direct spread from aHj.v mi . i. 1 1 

Rupture. of a lung abscess >iio Ihs pleural space. 
Invasion fi on suop'renic colbcPon oill'o" 

- pyogenic ' or - amoebic. 

Traumatic penelration. 
Blood en yrrohalic seeding. 



• Trie .uno-iia • u '' e t and chest f 

i I I i i ■ i if I i 

cterizedby 
pos'usa cough, 
big amount of expectorated pus. 

: pallor, malaise. weak 

easy fatigability, fever 



■ Clubbing and pleural ru 

Investigations : 



» foul s'neliny aspiiaifc- i(jr-;.ier:jb : c ims-clion 

* Gram stain on M . - 1 , tif , 

> lowPH (<7.2). 

» pleural fluid white cell count > 1 .S.OCO / sim.l 
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i Moil-yi.-'ie blue lest : 

> injection of methylene blue ! % in the pleura! space 

i- Inhalation bf radioactive isotopes : it will be detected in the 
pleural space. 



1 Appropriate an ujlulic therapy. 

2- Intercostal; tube drainage under watei 

3- Pleuropneumonecfomy. 



\N 



^ 






X** C 



*f 



,co«* 
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Pulfnonary tuberculosis 



Causative organism 

Typical :- 

Atypical :- 


- tubercle bacilli, which are of 2 lypes 
mycobacieriumLB, (human type) 
M. bovis & M. africanum. 
affect patients with pre-existing | 
lung disease or suppressed immunity. 


About T.B. bacilli: 




• non molilc, mo"i score frjirning 8, non capsulaied organism 

rriivj ■] s- io>e during coughing. 

• remains viable for 1 3 yis ir sealed culture tubes. 

« Inc. 1 b i ' .[ '1 ir ii' i viable lot few m intt 

■ lii-;- .in ill: iM i'. 1-1. m il 1 1 ' 1 .. i. ilh M ■!•■■■• i mm ,•". ir :J 



lingS: 10-15 min. at 65-70'C ^ ie 



Factors relevant for development of tuberculosis :- 

a. repeated productive cough. 

::■. nocturnal couah r % of the' " 
;'. T'l'ic'ci;; spulurr is more infectious 
d. on effective chemotherapy is much 
p. ft ■ ■ . I il i ■ i I ; 

a, no. of bacilli. 

b. virulence of I organism, 
iii. Host ; 

a. race : more in negroes. 



. silica workers 

. overcrowding. 

. direct conlacl with ca: 

:its : alcohol I, smokipy 



. steroids & 

. after gasterectomy & malpi 
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HE The sources of Infection : 






droplet infection, 
mother to fetus. 



Transmission of infeclion 




■coughing-; 
Routes of infection : (site 


sofirvl 



Other routes :G.I,T.,! 
Pathology of t.B. : 



\M 



"-Tt 



irgan in i body, but n 

>f aitive LB. is Suberc 
s predominant cells c 



epitheloid cells. 
Langhan's giant cells, 
central cyanosis. 



frequenlly it involves i lui 
■ion-lymph oic 



Pathologically ;T.B. 



" usually in 1 ry form. 

. | I | ,, lii, . li. i .1 ii t, ~| .ill -'"I 

ce ! ls. cap., libroblast. 
-lecicsis is '.,'vKjly ','. perimposed. 



■ ji-urfly in 2ry form. 

■ ch' by accumulation of fibrin, neutrophils & 
macrophages. 
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Types of pulmonary T.B, : 

1 . Primary T.B. 

M "I ■_'! -if- -' "'ll" -l i . •- -'Mr. "■• 

i. Ghor's focus : I.B. granuloma 



ii. lymphangilis. 

ii I i i|. iN.M'enrir: 

3. Fate of 1 i -. ■-.■- i| le 



Spread may lead to : 

1 ) enlargement of the Gh< 

2) minimal bronchogenic 

3) massive bronchogenic 
" T.S. pleurisy 6 effusion. 



5) L 



□ bl. Vessel: i 



2. Post primary T.B.- : infection may be ;- 

L i'J - Jc 

. [rngrsssinn ol i 1 ry lesion 





ii. reactivation of a healed 1 ry focus. 






iii. hecmenogenous spread. 






: 1 i i 1 1 1 1 1 1 | i 






due to high V/P ratio. 




ill 


vent types of lesions : 






Fibrotic type : 






■till- i i I 1 ii to- fi 






Ci-roi ;.: tibro-caseous type : 






■ moderate dose of bacilli & moderate imm 


nity. 




■ draining LN, are not affected. ' 






- complications of cavilary T.B. :- 






- heamoptysis. - t,B_ effusion. 
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,- pneumothorax. 


- pyopneumothorc 


- >.B. ciryngitis. 




- intestinal T.B. 


- heamatogenous 


oerculous bronchopneumonia 




■it is a fatal condition. 




- i , .' r II * I. 


immunity. 


- ■ 1. n-.ii ■ M -. »■=■ '■••■ol --..- 


& Heamatogenous 










■ due to rupture of a caseo 


us pulmonary focus 










• due to encroachment an 


bronchi by affectec 



Heamatogenous spread of T .B. 



& 



""*" 



\M 



>M^1 






- pleurisy e effusion. 

> percaidio ef-'usior. 
-> hilar adenopathy. 



DrDiaaTahmedT 



»T.B. lymphadenitis 
» urogenital T.B, 
. T.B. of joints. 
> T.B. peritonitis f,. 



e ( T.B. polyserositis). 
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1 C/P: 

.T.B. presents e anv/or no symptom 8. any /or no sians. 




I. Primary T.B. 

A. Symptoms : 
: 1 . Asymptomatic. 

2. Failure to thrive, anorexia, low grade fever. 

3. Cough : not common. 

4. Expectoration : rare in children. 

5. May be eryfhemia nodosum or phlyctenular conjunclivilis 







| consolidation 




palpation. 


or 






| collapse. 


d 


i. crepitations. 


1 


II. Miliary TB. 


lii. D'espine sign | 


maybe+ve.|. 






A. Symptom 






1. Seve 


r toxemic e dyspnea 


cough & tachycardia. 


2, Headache 8. neokrgiairy 




B, Signs : 






1. Sple 


en S, liver are usually e 




2. Cho 


oidal tubercles may be detected on fundus exam. 


3. Che 






4. X-ta 


r -> fine miliary shado 


m over both lungs. 


III. Post primary T.B. 




A, Symptom 






1. Asymptomatic. 




2. Gen 








tiredness & maiaise. 






loss of weight, losso 


appetite. 




night fever 8, night s 




d 


recurrent cold. 




e 


may be amenorrhea 


in females. 


aa ahmecT° 


cough : persistenf. 
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i ■ blood stained. 

c. heamopfysis. 

d. cnest pain. 



i it i. 'i 



c. ConsoFdafe'n. collapse & fibrosis. 
4. Other body systems : T. 
Investigations of T.B. : 

1. Rod. : 

a. Features : 

e infiltration [ uni or b 



co& 



■'■i •'- '::>"..:>. 



± pleural effusion. 



\tf' 



2. Bacteriological exam. : 

a. Collection of samples : 
■ sputum. 



:>. Exam. OF samples 



Lowentien Jensen. 
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• Eectec system. 
3. culfir " i it'll i 'i 1 
ili. P.C.R. [polymerase chain reaction). 
3. Tuberculin test : 

■ ID. injection of 0.1 purified protein derivatf 

■ +ve ~> suggests infection in oatier 

received BCG vaccination. 



• ~vc afoigic phase. 

Fulminant case (miliary) 
■ steroid or immuoompromized 



i i noimochromi 



(;■ prolonged cough. 
o heamoptysis. 
o pleural effusion. 



Complications & sequeiae of pul, T 

Pleural T.B. 
Pulmonary Fibrosis 
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Treatment of T.B. : 






I Prophylactic : 

A. 'ncre qsinb , host defense s : 

a General measures : 

i. good nutrition & 

b. Specific line by BCG : 

I, noi prevent infection bi 

sevei forms of T.B. 
ii, vaccination -» +ve fut 

B. P revention of infection : 

i. case finding. 



if. fherapeutic : 



riz;;'|.;ii 0' milk. 



b. Resumption of wc 

c. Prolonged bed re 
B. Symptomatic : 



5, Specific situation. 

In principles ( 2P , 2C ) : 

■ Prolo-'ijeo ■■:„:::■>,! 

■ Proper dose. 



Dm tfiaa-ahmeeh 



■'Combined drugs. 
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■ R'farrbicin. 
1 Bhambu'ol. 



: I.N.I f. -> i'isonicofinif,' acre 
, ■ " ' ■ Wmg/day-el.t 
neuritis ^(S/E of /.N.H.J. 



,-nffl 



Drug 


Side effects 


Rifambicin. 


"Kltoxlc. 


I.N.H. 


■ Idiosyncrasy. 

■ Neuropathy. 

■ Hepatofoxic 


Ethambuto'. 


1 |t i ii 


Streptomycin. 


■ Autotoxicity. 
■ Nephrotoxicity. 


Pyrrvira rnrjo. 


■ Gout. 



i I.N.H. -. 5- in l I ! 

i Rifambicin. -.10- 15 mg/kg BW/di 

> Streptomycin. -^ 15-20 mg/kg BW/d. 
< Ethambutol. _-!_,-, „, | ,_ ' 

» Pyrazinamide. —25-35 mg/kg BW/d. 

rat except streptomycin -> f.M. 
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' | Very seriously : ll patient. 
































• pleural effusion. 








31 Tuboiculou: ■re'V-iaitis. 








A) Genitcr-urinuiy t- : t- io | 




development ot 












.31 S-jpoiession of L.N 


enlcrge 


-rrent during i 












► ►Dose of prednisone : -10 "ny/kg k 






reduced gradually 1 


ere afle 


1 n 


L 


ttt in special situation : 

1, Renal failure : 

a. Rifambicin is i satesl. 








b. H , Z , R can be usee e 


, l:f i 


ion of i dose. 




c. S & E are contraindicaf 








7. live' cell failure : 








a. S.H.E are safe. 


(sjvft) 




Mi 


3. Pregnancy: 

a. : H ! E ore good 


(s*) 




b- N In i i 






Suraervin T.B. 








• Limiied fo : 








- [ileu-opijiv-onary resection. 








::;oi icardiofomy. 








- intercostal tube -» pneumothorax 






-* hydropneumothorax 






■ Other previous 1 ', j;eo ire. : 








- thoracoplasty. 
















pi Hi ill i i n 








- ciiifii : nal pneumothorax. 






Prognosis of T.B. : 








- proper management & gooci oaliei 


t tompli 


jnce to therapy 




> ve'y good prognosis e high incide 


ICO of c 


jre raie. 
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B.ronchial asthma 



It's a clinical syndrome of u 
- recun,enl al tacks t. 


known cause characterized by 
airway obstruction, 


- bypet-responsivene 


ss of airflow. 


PreciDitaHna factors : 




2- Allergy : 





Infection ! : 
Cold air i, srr 

a, p-blockers. 

c. A.C.h/.s 



nfO 



Differentiating parameter 


Extrinsic 


Intrinsic 




Obvious 


Not obvious 




Childhood 


Middle oqe 










Apparent 


Absent 


1 iE level 












-Asthma 


Intermittent 


Less labile S, severe 
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Immunological features : 





• Shed lin ' i li i i 1 ' - 




endings. 
• Collagen deposlTon borsolh :; ic bcisRoiorl membrane 




.Ei I r 1 i n id cell infiltration. 




* h : ccnmr;loryir'fill:a1ion, mainly neutrophils. 




esinophiis & lymphocytes. 




Pathoaenesis : 


: 


there are many mechanisms : 




.Judical mechanism 


1 !' It 1| < f 1 1 1 1 1 1 1 1 


; : 


Ag & Ab | IgE i reacfion on s' -race ol masl cells 

- disruption of cells. 

— release oi on oi ■ oc'ialorr -histamine 

8, ■ bradykinir 
-broncho-conslriction. 

other mediators us - plalclel oolivahng faciei 


' 




[PAF], 8. - major basic proteins (MBP] 

'-^edei an I. ■! . < < li li i i .P bronchia! 






c. macrophage, esinophiis r , i| m 




-* inllommalory cascade in bronchial aslhma. 




2- Neural mechanism 




1 in , Hi, 1 n i Mi, ' Inr 












8, -> Ted mucosal 




secretions. 








.. |ii nor- n ui: system (NANC) 




- inhibitory innervalion to smooth ms. 


. 


N.B. : Ihe neurotransmitter of NANC system is called voso- 


' 


i in | - " 




3- Genetic factors : 




ii i ol ,1 i ' . i --. cisihiti l . 1 1 ■ ■= in Punter,. 


Ir.Di 


■ hereditary ploys a part in genetic determination. 
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C/F: 




1- Symptoms: 




a. Peci rr n i i 1 1 -" p ' dyspnea usually 
worsen by night. 

b. Cough is a freq r t ■ i i , r 1 jminate 

,,i 1 i li i - I bronchitis. 




0^igns : 

a. between the attacks absolutely normal. 


JL palpation : 

1. trachea -> central. 

• I. percu^n: ^ led 


> hyper-resonance 
1 , breath sound : vesicular e prolonged 




_ 1 -i ii ii I 

b rub & crepitations. 




Complication : 




1- Pe'pir It 1 II 1 e i i l 1 I't-r 
3- Spontaneous pneumothorax. 



5- Segmental col'apse duo to plugging wi 

6- 'Ik'ji'-i-i i t" i ^nary aspergillosi 

7- Psychological troubles. 
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' 

Investigation : 

i i i i n ii i i i i 

sikujrn^ :y uslh™i ) : 

. normal between the attacks. 

. during the attacks [ }1 FEV1 8, FhVl/ f-vc % ). 

.11 I i n inn :tt rale is 

' Hi -i ■ i hi i _ i| 

. .. I, tie., i : i iv 1 inr:v > 17% oi 200 ml 

I i n I I < | i i 

n , ill i - ' 'i- 

-ii,= tlT:!cl-iol', ir> :». hiilci, : 'K i riotrrril =:irioi''if ry i. 

I 1 r I I I II I 

cases) & if hype<-cap''iea ■ > Tiecha'iiccil 



\M 



, „ I. - I pnei 

:lioi „,i olergen 



4& 



skin-prick tests, 

la 8, specific IgE . 

r ' I 1 , I I I i| I .1 I Ii 'I 

A- Blood picture : 

i I ■ il ' i il 

b_ eosinophils (allergic cases). 

5- Sputum analysis : 

i - , i I il , II i I i I 

b. Cru'shman's aspirals : they are :- 

II 1 1 i tig threads 

-» composed f ) i i I n i = n phils, 



Zagazig university 



Dr.Diaa ahmed 



Zagazig university 

.'/' - hil.eniu! Medkiiie - Chest 



Differential diagnosis 



1 


COPD. 




2 


Let- sided '-.car f" ure [ cardiac 






Pulmonary embolism. 






MocKi'iicul Litisl'i.'ci ail S i airways 






bodies. 




5 


Drug induced cough. e.g. : 


ACEfs. 


* 


Vocal cord dysfunction. 




Treatment : 




i 


Patient education in aslhma manager 


lent. 


2 






3 


Avoid ostl-na luggers 






'i n '1' di il i! • : Inns 1 i !-:..!■ Kjumer 




ts-ablish individual medication plans fa 


r managing 








* 


r - =aular follow-up care. 




N.B.: 










-<2arfack:s/w. 


i\iV* 


stage //: . - mild persistent. 


-3-4/w. 


stage III: ■ - moderate persisten 


->5/w. 


- 


i il 1 /I i.i.'., 


- tree;;. em'. 



Stage 


During the attack 


in-between Ihe attacks 


I 


• i' lil il i i 

■ salbutamol. 


Ho need. 


II 


As stage I. 


■ cortisone -» mild dose. 

■ long acting 132 agonist; 

-» salbutamol. 

■ Ha cromoglycate 

■ fnferieukin antagonist. 


III 


As stage II + 

■ cri-choiirergic 


As stage II + 
■ Cortisone -. moderate 


IV 


As stage III. 


As stage III + 
- Cortisone > high dose. 
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Acute severe asthma .: 

• Del : I) is an aslhnc hod failed >a resolve e therapy within 24 



\M 



. Sweating, 








. Signs : [ oU-L. V [ 3C 


2G,2)| 


■ Silent chest. 




Cyanosis, 








General signs : 




- tachycardia (> 


X'/mini. 


- hypotension. 




- arrhythmia. 




■ Blood gases : - J 02 


- t C02, 


'. Dehydrafen™' 




i '-validations : 




• peak flow meter < 60 liter / min. 




, , 1 i | 1 .1 ... J 1 ill /'IS 




■ { Pa02 e normal PaC02 ( but | e p 


n i 1 


disease |. 




• Treatment : (-UU v 




■}.- 02 inhalation. 




3- Short aclinc !i2 agonist -> so 




4- An'il'cphyltine : 




i. 6 mg/kg IV infusion ov 


»r 20 mtn. 


ii. 0.6 mg/kg/hr IV noainte 




5- Cortisone IV 4mg/kg. ( may be repeated |. 


6- Glucose 500 cc -» 5% 




.'- ' v- 1 ■ 








b. resp, ms fatigue. 








i ' ii- ' 1 j itil 


tion. 
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Near fatal asthma : 



- Criteria fdr diagnosis : 

Palieni who are drowsy oj 



> There are paradoxical Ihoraco-abf 

> There are head sagging. 



bradycardia. -^ (necessitate mechanical 

ventilation ). 
i i- li i i , ii 



\M 



^ 



s>** 



c# 



,CO" 
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Chronic obstructive pulmonary disease 
I C.O.P.D. 

Def. : Airflow it In i 1 n J' ie t hi i i n t I l i| I - 

""' . the obSTUcno'- : p'ogrossive 8, partially reversible. 

it m i 1 i i I ' - i ' 

Chronic bronchitis: 



. Infection, {exac 
Predisposing factors : 



\tf 



^ 



Genetic: [al anft-trypsin defied 
jlnohcny congestion 



4- Sinusitis. 

5- Chest deformity. 



1 - Simple bronchitis : ( rev el sible ) 

- cough, jjb^aJ! aj£ 
-in early morning. Eu-aJI 

- whitish sputum. ^LJI g^b 
Why? 

i ii i I i i if secretion, 

lo'srancc of recep'or jsinokiro-] -. oiler-: the cough reflex. 
So ► ► when stop (during sleep) -> regeneration of 

cough receptors -» partial sensitivity. 

2- Muco-Purulent : 

- mucoid then purulent. i^Ali .AiJJI JjA^,] 

- reversible. ^mjS <- ^UJI &i>UI 
3- Obustrctlve : ( irrev ersible ] -i*JI ^Jj-jj 

- mucosa -» hypertrophy, 

- sub. Mucosa -> accumulation of inflammatory cells. 

- sm. rns. -* hypertrophy. _j 
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- Chronic bronchitis. (99%) 

- Congenita [at an i Itypsr. d"l 
N.B. : Trypsin — desfrucr alveola! (issue 

- :.-; ci-i'ij.y,-.'.",.'.-! ■ riesiiucf rftff ijypsii.. 

Pathophysiology : 

Noimcji -ospiratory mechar 



|„ II qjjj 



oljUJI J 



-» hypoventilation. 

-, i diffusion [ | surface or 



:• Ch, Bronchitis : 



Illation 
. hypoxia ( fPC>2 ). - cyanosis. 

-. edema, [Pul.HTN.-t RSHF) 
. hypercapnea | T PC02 ). 

2 b - blue, Jjji - bloaler. ts^ 

10 dyspnea. 



why?? -» diffusibitity CO2/O2 = 24/1. 
- puffer, &iu 
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1 - (J - old age - heavy smoker. 




2- Cough. - def. 3m X 2y. 




-stages. (3). 




3- Dyspnea -> Emphysema, 




4- Pain -> due to ch. Cough. 




- strain of the interc 


ostal muscles. 



. : bronchial asthma --> attacks. 



^ 



• fachypnea. 
■ trachea : 

•I length. 



■ enlarged liver. 
P'cfnssional allilude. 

■ pulsus pdrdoXCUS. 
• tracheal tug. 

o prominent muscles. 



palpable ronchi 



Dr.Bralrirfirned™ 



Ch. bronchitis 



sicular e prolonged 



:.:■-•: . ~ 
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Complications Of CO. P.P. 

a- Chest: | 

3- bronchogenic 



b- Cardiac.: 

5-R.S.H.F. 
6- L.S.H.F. 
c- Renal: 

carbonic anhydrase enzyme '^iyle^s ) 
a- Stomach : ■■(-*> J^ ^ 

9- peptic ulcer, J«.M fei,^' •»"*'•" 

e- Chronic cough (10) : 



- stress fracture — rib 

■ extra thoracic : 

- 1 1.A.P. ■■- hernia onr< prolcipse. 

-tl.O.P. - retinal hge, 

- 1 1.C. P. -+ mycotic aneurysmal ruptun 



Investigation: " % ' wr 

h Rad. : 

■emphysema: - hyperiranslucency. jel LI r, ck 
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■ ch, Bronchitis : t troche-pulmonary markings. 

■ feature of the cause : - chest deformit 

■ feature of the complication : - pneumo'hora; 

II CX : diagnose early cases. 
2^ Arterial bl. G ases: 





Emphysema 


Ch. Bronchitis 


1 ' 1 |i ||[| " 1 ll 1 


1 


I 


1"' rm iUOmmhq) 


Ofnormal) 




. 


<-*> ,yj J** 



ft: Pol. Function tests: ^ f 
itation ; 

■ tidcii volume : 



- volume o* air inspired 


1 li r n ii- 1 


2 vital capacity : 


(normal - 5000 c.cj 


i ii i 1 j forced expira 


i n 


3- forced exp. Volume 1 [FEVlj: 


- vital capacity in 1 !| se 




- normal = 80% 


C.O.P.D. = 50-60%. 


4-forced exp. Time: 

- time to do forced exp 

- normal < 5 sec, 


C.O.P.D. > 5 sec. 


1 w 5- residua! volume : 




■ volume remaining in i lung afler forced 


ex 1" ..I .ving max. rnsfL . 




C.O.P.D. (ted 1. 


4- total lung capacity : 




- vital capacilv ' residual volume-:. 


- normal = 6500 c.c. 


C.O.P.D. (Ted 1. 


b- perfusion: 




- lung scan. 




c- diffusion. ■ CO -» Iran 


sfci factor 


- volume insp. - volume exp. 


= diffusion. 


A- Serum al antitrypsin level : 




- less fhan 4Syrs e emphysema. 




- sTony lamlly history . 




5- E.C.G. : 




- P-pu!monale - atrial & ve 


itricular arrhythmias. 


i:Echo 




) - it i hit tility & pul. 


Artery pressure. 
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Differentiation ( ) blue bloater 8, pink puffer, 





Blue bloater 


Fink puffer 


HE 

- built: ! 

- dyspnea: 

- comclicaiion: 


CHFfqallop & Ts2) 


thin & elderly, 
small volume. 


- bl. gases : 

- total lung capacity.: 

- rOd.(evictencc o' eniphy«;na| : 

- transfer factor : 

-i 


|Pao2& tPaC02. 


Ted. 



Differential diagnosis of C.O.P.D. : 



a: Asthma :- 

- family history. 

- syrip loirs [j I night or early morning. 



tf' CO 



Clinical data , 


C.O.P.D. Asthma 


History: 

smoking history 


proa/essive 


intermittent 


cough 


eariy morning. 


night 
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dyspnea i 
central cyanosis 1 

peripheral edema 


all the time. 
■ --_i-i._-r._il 


in attacks. 


Inv: : ] 
FEVKJJ 

test of reversibility 
response to broncho dilator 
response to corticosteroids 


always. 

partial . 


marked. 
good. 



Manaqement of C.O.P.D. : 




, -H, . 


1 - TTT of i cause : 

■ removal of Ihe in 
• removal of the in 


— » S„ ,,.,.,4.-, 


noking. 

cillin + erythromycin 
& sensitivity. 



2- TTT of the manifestation : 

■ bronchodilator. 

■ ,,k-...id. ^/^a* 

-- TTT of the complication. 

II ii- i I 

■ antibiotic. 



S- Indication of ICU & mochcnical ventilation : 

■ severe dyspnea not respond to til. 

■ confusion , lethargy &coma. 

■ Pa O? 50 mmhg. 

- PACO2>70mmhg. 
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Lung cancer 

:er thaf arise in airways or pulmonary parenchyma. 



Risk factors I 

1 Ciaaielle smoking : 
-frisk 10-15 times, 
- Passive smokers -> 2 
ir pollution : 



Molar v 

lliongj (actors : 
- Asbestos. 



.,,, 



% 0# 



Pathology of lung cancer 







inc ier-ce % 


■ Squamous cell carcinoma 


Central 


35% 






207c 




Peiipheral 


30% 


" Large c?'> ca'cinoma 


Peripheral 


10% 


lymphoma 


Central or 
Peripheral 


5% 
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C/F: ( nt'iithoiucic . exliolhorack: | 

.!.■ in--':;«-:f.'ccjcjJc£^__:- 



a. Bronchial manifestations : 

i. AsyrTip.lO'na'ic 
_h 'i 

1. change in rhcrad 

2. blood tinged sputu 

3. red cum 1 1 I i 
iiL Dyspnea S. p oin. 



v. ii^ndik:i e'c.s'rjc-j: 



yi Luna abscess . 
< tM *P= Pancost lun ior 

3. thoracic ir 



s Thoracic inlet syndrome' :( 2 n., 2 bl.v., 2 b.) 

• Brachial plexus : 

■ pain & hypothesia. 

■weakness & atrophy o' i small ms. of i han 
o Synpallielic chain : 

- ptosis. ■ enophthalmous. 

■ myosis. ■ uni lateral nasal congestion, 

ih i ' ■ i |ii refle 

• Subclavian artery : 

■ unequal pulse. 

• S.V.C. 

- congested nee: 1 ; veins. [ non pulsting. 1 
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est 


> D.D. of apical lung lesion* : 




i ' 1' ',; "■ ' , , 


morrhag.cc, 


b. Pleural mar > 
L Pleurisy. 
11. Plerual effusion. 

2. heamorrhagic 


- artery. 


4. empyem. 








ii: Dysphagia : 


- ecsophegus. 
-> recurrent larynge 


Extraihoraclc : 





l '1 : E 

1L Bone : 



2. palhotogicd t< u: ! urs 
L C.N.S . : 

1. paralysis. 

1- polyneuropalhy. 

3. mlopathy, 

4. fed inlra-craiTOl lensi 
, C.V.S. : 

r - 1 ri 
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3, SIADH. 

5. thyrotoxicosis, 
teurofoqical abnorrr 






%0# 



a. II l| I C I | I | | . ;, 

b. widening of i carina. 

c ' ' '" I '■ 1 'ill I lis 

r L n l I >!> I I - I " 
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Or within 2 cm fron 



N2 ipsilaleral medh 



Ml 



Ireament: 

1«: 



,co«* 



V* 1 



a. cyclophophir-kiVj 
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Collections of chest 




Chest causes of iaundice : 




L Hepatocellular ; 

b. rifampicin (anti T.B.) 
2 Hemolytic: 




Chest causes of cyanosis : 




1 . Peripheral : 

a. Rl. Sided HF ( B. cor-pulmonale ). 

b. S.v.C. thrombosis. 

2 Central : 

a. C-O.P.D. 

b. pulmonary fibrosis. 

3 Bot ?v PU ' m0narV emb °' iSm - 


,co«* 


> Massive pulmonary embolism. 




Chest causes of LL edema : 




L R-V.F. : due la cor-pulmonale. 

2, Hypoalbuminemia : 

a. lost purulent sputum in SLS. 

C ni iln L |i ir'vj , .- i. | i ii 1 r, i 1 - 

3, Nephritic syndrome : 

i ii ii hng standing SLS. 

4, Reni.il re 1 il iti i O.P.D. 

> T PaC02 leads to compensatory 1 NaHC03 
reabsorption f-om kid;-ey, Na & H20 retention. 


Main causes of chronic couah : 




V | ii i 1 i 1 1 " 
3, T.B. 
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Cftest. 


Chest causes of clubbing : 




1. Bronchiectasis, 

2. Pulmonary fibrosis. 

3. T.B. 

4. COPD. 

i Cystic fibrosis. 




Chest causes of acute dvsonea 




L Asthma 

3. Pneumothorax. 

4 Pulmonary embolism. 

I Pleural effusion. 


~< co& 



\tf 



Vtf** 



P ie» c 
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1 Heamoptysis 






Def. : ex 


pectoration of blood originating f 

ct ( trachea, bronchi & 


lungp 


sr respiraiorY 


Ae: 


1 . Lung disorder : | c 
b. bronchiectasis. 

e. pulmonary induction. 

f. pulmonary T.B. 

g. pulmonary embolism. 
h. pneumonia. 










4. Crypt n < it m ] li=umQplysi5. 

N.B. : Common causes of massive heamoply sis : 



5- Bronc hogentc c arcinoma . 
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:'i]i i ■ 1 1 ' i - 1 1 1 1 i ■ 





Heamopfysis 


Heamalemesis 


Before attack 


! cardiac trouble. 


vomitinyj _____ 




- Coughing of 






P'. .Hi. i-.i 




Exam. 


- Chesl. 

. CVS signs 


- GIT signs. 



\tf 



yMi 



nfP p 

Great ttvtriks to 

Dr./ Ahmed mowafy. 



■ Suggestion. 
» Request. &/or 
> Questions. 
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Pulmonology revision 

Enumerate : 

1. Causes of pleural effusion. 

2. Causes of pneumothorax. 

3. Causes of pneumonia. 

4. Causes of bronchiectasis. 

5. Causes of acute respiratory failure. 

6. Causes of chronic respiratory failure. 

7. Causes of interstitial lung diseases ( ILD ) 

8. Causes of hemoptysis. 

9. Causes of massive hemoptysis. 

10. Causes acute chest pain. 

11. Causes of clubbing due to chest diseases. 

12. Causes of central cyanosis. 

13. Causes of dry cough. 

14. Causes of hypoxia. 

15. Causes of acute respiratory distress syndrome. 

16. Causes of solitary pulmonary nodule. 

17. Causes of reticular shadows on plain X-ray chest. 

a) Acute pulmonary edema ( cardiac, non cardiac ) 

b) Atypical pneumonia e.g. Mycoplasma. 

c) ILD : Sarcoidosis, silicosis, asbestosis, idiopathic pulmonary fibrosis. 

d) Neoplasia : lymphangitis carcinomatosis. 

e) Wegener's, SLE. 
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18. Causes of nodular shadows on plain X-ray chest. 

a) Neoplasia : metastasis, lung cancer, adenoma. 

b) Infections : varicella pneumonia, septic emboli. 

c) Granulomas : miliary TB, Sarcoidosis, Wegener's . 

d) Pneumoconiosis ( except asbestosis ), Caplan's syndrome. 

19. Causes of coin shadow. 

a) Bronchogenic carcinoma, solitary metastasis. 

b) TB, FB. 

c) Pneumonic stage of lung abscess. 

d) Granuloma. 

e) Encysted effusion. 

f) Calcified cyst. 

20. Causes of mediastinal syndrome. 

21. Causes of cor-pulmonale. 

22. Causes of effusion with low sugar content. 

23. Causes of hepatomegaly in respiratory diseases. 

a) Chronic venous congestion in cor-pulmonale e.g. COPD 

b) Metastatic liver in lung cancer. 

c) Ptosed liver in emphysema. 

24. Extra-pulmonary manifestations of bronchogenic carcinoma. 

25. Complications of pneumonia. 

26. Complications of bronchiectasis. 

27. Various types of pneumothorax. 

28. Types of sputum. 
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29. Types of crepitations. 

30. Causes of chronic cough with normal chest X-ray. 

o Cough variant asthma or esinophilic bronchitis. 

o Smoking. 

o ACEIs. 

o GERD. 

o Postnasal drip : due to allergic rhinitis or chronic sinusitis. 

3 1. Causes of cough. 

32. Non respiratory causes of cough. 

a) GERD. 

b) Drug induced : ACEIs. 

c) Central causes : brain tumor, cerebral strokes, encephalitis. 

d) Reflexes : due to irritation of vagal branches : 

o Meningeal branches : meningitis. 

o Auricular branches : otitis media. 

o Cardiac branches : arrhythmias. 

o Gastric branches : distension of gallbladder. 

33. Causes of wheezy chest. P146 ( generalized & localized ) 

34. Indications of bronchoscopy. P 148 

35. Indications of lung transplantation. P148 
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GIVE A SHORT ACCOUIT OH : 

1. Diagnosis, treatment of pleural effusion. 

2. Types of pleural effusion. P 15 

3. Diagnosis of pneumonia. 

4. Complications of pneumonia. 

5. Treatment of pneumonia. 

6. Non-resolving pneumonia. 

7. Management of bronchiectasis. 

8. Diagnosis of chronic lung abscess. 

9. Diagnosis of bronchogenic carcinoma. 

10. Etiology of COPD & define chronic bronchitis. 

11. Clinical picture, investigations of COPD. 

12. Treatment of COPD. 

13. DD of COPD. P51 

14. Emphysema ( Etiology, diagnosis, complications, treatment ) 

15. Acute severe asthma ( status asthmaticus ) 

16. Diagnosis of bronchial asthma. 

17. Treatment of bronchial asthma. 

18. Diagnosis of acute & chronic respiratory failure. 

19. Anti-tuberculous drugs. 

20. C/P & investigations of TB. 

21. Hemoptysis. 

22. Diagnosis of acute chest pain of pulmonary origin. 
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23. Mediastinal syndrome. 

24. The dark side of oxygen. P 129 

25. Occupational interstitial lung diseases ( Pneumoconiosis ) 

26. C/P & investigations of sarcoidosis. 

27. Surface anatomy of the pleura & lung. P 7, 8 

28. Extra-pulmonary manifestations of bronchogenic carcinoma. 

29. Extra-pulmonary manifestations of sarcoidosis. 

30. Diagnosis of pneumothorax. 

31. The value of eye examination of sputum sample. 

a) Clear & colorless : chronic bronchitis. 

b) Yellow/green : pulmonary infection. 

c) Red : hemoptysis ( ) 

d) grey : smoking, coal. 

e) Pink frothy : pulmonary edema. 

32. Drug induced lung disease, (written, oral, MCQ] 



Respiratory condition 


Drug 


Bronchospasm 


"s, B blockers. 
* NSAIDs 


Cough 


^ ACEIs 


Respiratory center depression 


■js. Sedatives, Opiates. 


ARDS 


^ Prolonged inhalation of oxygen. 
"&, Opiates, Cocaine, Heroin. 


Pulmonary thromboembolism 


"&, Estrogen 


Pleural effusion 


■js. Amiodarone 
■js. Methotrexate 
^ Phenytoin 
* INH 
"s, Hydralazine 


Interstitial pulmonary fibrosis 


^ Amiodarone. 

"s, Methotrexate. 

■js. Nitrofurantoin ( antibiotic ) 
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GIVE REASQyS : ( written & oral ) 

1. Congested neck vein in COPD. 

a] Increased intra-thoracic pressure. 

b) Hypoxic Cor-pulmonale. 

2. Edema LL in COPD. 

a) Salt & water retention induced by hypoxia of the kidney. 

b] Hypoxic Cor-pulmonale. 

3. Puffy eyelids in COPD. 

a) Straining caused by chronic cough. 

b) Hypoxic cor-pulmonale. 

c) Proteinuria. 

4. Pulmonary hypertension in COPD. 

a) Hypoxia causes reflex pulmonary arteriolar VC. 

b) Hypoxia causes polycythemia -*■ T pulmonary resistence. 

c) Hypoxia causes peripheral VD ■+ t VR to RV 

d) Compression of the capillaries by the distended alveoli 
( hyperinflation ) 

e) Reduction of the number of capillaries due to destruction of 
alveoli. 

f) Fibrosis of blood vessels. 
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5. RSHF in patients with COPD. 

a) Causes of pulmonary hypertension ( see above ) 

b) In severe cases, hypercapnia results in respiratory acidosis -*■ 
myocarditis. 

6. Chest pain in COPD. 

a) Muscular pain : due to chronic cough. 

b) Pleurisy complicated pneumonia. 

c) Pneumothorax : due to rupture emphysematous bullae. 

7. Irreversible bronchial obstruction in chronic bronchitis. 

a) Mucous gland hypertrophy. 

b) Infiltration of the walls of bronchi with inflammatory cells 
( neutrophils, CD8 + T lymphocytes ). 

c) Inflammation is followed by scarring & remodeling process that 
thickens the walls of bronchi. 

8. Palpable liver in COPD. 

a] Ptosed liver due to emphysema : not tender. 

b) Congested liver due to RSHF : tender. 

9. Elevated hemoglobin with COPD. 

Chronic hypoxia -► t of BM -► secondary polycythemia. 

10. Increased serum bicarbonate in COPD. 

Retention of sodium bicarbonate by the kidneys as a compensatory 
mechanism to correct respiratory acidosis. 
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11. Silent chest in acute severe asthma. 

a) Exhausted respiratory muscles. 

b) Small amount of air passing through the bronchi. 

12. Neurological manifestations in bronchial carcinoma. 

a] Brain metastasis : hemiplegia 

b) Mediastinal syndrome : caused by tumor or LN ( .... ) 

c) Thoracic inlet syndrome in pancoast tumor : ( .... ) 

d] Para-malignant syndrome : esp in small cell carcinoma ( .... ) 

13. Dyspnea in lung cancer 

o Pneumonia. 

o Underlying chronic lung disease e.g. COPD. 

o Lobar collapse. 

o Pleural effusion. 

o SVCO. 

o Upper airway obstruction. 

o Pulmonary emboli. 

o Lymphangitis carcinomatosis. 

o Pericardial effusion. 

o Anxiety and panic. 

14. Unequal pupil in bronchial carcinoma. 

Compression of subclavian artery : in mediastinal or thoracic inlet 
syndromes. 
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15. Chest pain in lung cancer. 

a. Invasion of the mediastinum, pleura and chest wall. 

b. Pancoast tumor : intractable neck, chest & arm pain due to 
compression and invasion of brachial plexus. 

c. Involvement of the esophagus : pain on swallowing. 

16. Cushing's syndrome in bronchogenic carcinoma. 
Endocrinal manifestation of para-malignant syndrome : secretion of 
ACTH by tumor cells esp in small cell carcinoma -►ft zona fasiculata of 
cortex of supra-renal gland to secrete Cortisol. 

17. Carcinoid syndrome. 

o The syndrome includes flushing and diarrhea, and, less frequently, 

heart failure and bronchoconstriction. 
o The carcinoid syndrome occurs in approximately 10% of carcinoid 

tumors ( neuroendocrine tumors, usually appear in the GIT e.g. 

appendix, small intestine, colon, rectum, and in the lungs ) 
o It is caused by endogenous secretion of mainly serotonin and kallikrein. 
o In most patients, there is an increased urinary excretion of 5-HIAA 

(5-hydroxy indole acetic acid), a degradation product of serotonin. 
o Treatment : 

■ Surgical resection of tumor and chemotherapy (doxorubicin) 

■ Octreotide (a somatostatin analogue that neutralizes 
serotonin and decreases urinary 5-HIAA) 

■ Methysergide (antiserotonin agent but not used because of 
serious side effect of retroperitoneal fibrosis) 
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18. Cardiac abnormalities in carcinoid syndrome 

O About 50% of patients have cardiac abnormalities, caused by 
serotonin-induced fibrosis of the tricuspid and pulmonary valves. 

O Elevated levels of serotonin have been associated with cardiac 
failure, due to fibrous deposits on the endocardium. 

19. Dyspnea after operation ( Post operative pulmonary complications ] 

S Aspiration pneumonia. 

•S Aspiration lung abscess. 

• ARDS. 

•S Pulmonary embolism. 

•S Postoperative collapse. 

•S Pneumothorax. 

20. Rusty sputum 

Present in lobar pneumonia due to color of hemoglobin of hemolysed 
RBCs in stage of red hepatization. 

21. Chest pain in pneumonia. 

a) Pleurisy. 

b) Muscular pain due to repeated cough. 

22. Non- resolved pneumonia. ( Pneumonia lasting for > 2 weeks 
inspite of treatment ) 

- Inadequate treatment. 

- Atypical organism. 

- Immunocompromised patient. 

- Underlying lung disease e.g. lung cancer. 

- Pneumonia complicated by empyema or lung abscess. 
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23. Jaundice in TB. 

a] Hepatocellular jaundice : 

o Hepatotoxicity : Anti-TB drugs e.g. Rifampicin 
o Extrapulmonary affection of the liver. 

b) Obstructive jaundice : spread to LN in porta hepatis. 

24. Jaundice in bronchogenic carcinoma. 

a) Hepatocellular jaundice : 

o Hepatotoxicity : side effects of chemotherapy. 
o Extrapulmonary affection of the liver. 

b) Obstructive jaundice : spread to LN in porta hepatis. 
c) Hemolytic jaundice : para- malignant syndrome. 

25. Jaundice in pneumonia 

a) Hemolytic jaundice : hemolysis of RBCs present in consolidated 
area. 

b] Hepatocellular : Impaired liver function by toxemia. 

26. Abscess in right lower lobe of the lung 

This is usually primary ( inhalation ) lung abscess. The inhaled material 
usually goes to the right lower lobe as the right lower bronchus is wide 
& in direct continuity with the trachea. 

27. Edema LL in bronchiectasis. 

a) Excessive sputum -► loss of protein. 

b) Cor-pulmonale. 

c) Renal amyloidosis. 
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28. Hemorrhagic effusion. P 16 

29. Exudative pleural effusion. P 11 

30. Clubbing in respiratory diseases. 

a) Pale clubbing ( due to toxemia ) : 

o Suppurative lung diseases e.g. bronchiectasis. 
o Bronchogenic carcinoma. 
o TB. 

b) Blue clubbing ( due to hypoxia } : 
o Interstitial lung diseases. 

o Arterio-venous shunts. 
o C0PD(rare] 

31. False -ve tuberculin test. 

o Cortisone therapy or Immunocompromised patients. 

o Improper technique. 

o Pre immune phase (it takes 2-10 weeks after tuberculosis 

infection for an immune response to PPD to develop ] 
o fulminant tuberculosis especially military TB. 

32. Anemia in TB 

o Anemia of chronic disease. 

o Toxic inhibition of BM ( BM failure ) 

o Malnutrition. 

o Chronic hemoptysis. 
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Cases 



1_ A 35-year-old patient complains of chronic cough & expectoration of excessive 
purulent sputum averaging 320 ml/d. The condition partly improves with 
antibiotics to recur again. Expectoration increases on awakening in the morning 
and on leaning forward. The patient also has 3 rd degree clubbing. 



a) What is the most probable diagnosis ? 

b) Mention other conditions that can give a similar clinical picture \ 

c) What is the etiology and pathogenesis of the patient's illness ? 

d) How to treat such patient ? 



a) What is the most probable diagnosis ? 

Bronchiectasis. 

b) Mention other conditions that can give a similar clinical picture ? 

1) Lung abscess. 

2) Infected cystic lung. 

3) Empyema with bronchopleural fistula. 
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2- A patient presenting with dyspnea 3 days following an attack of fever 39 °c 
with cough & expectoration. Physical examination revealed decreased movement 
on the right side of the chest with decreased fremitus, dullness to percussion, and 
decreased breath sounds all on the right. The trachea is deviated to the left. 



a) What is the most likely diagnosis ? Right pleural effusion. 



b) What are the causes of this condition ? 

c) How to proceed in the management of this case : 



3- A 62 years old woman with congestive heart failure develops pneumonia and a 
large pleural effusion. Thoracocentesis is performed in an effort to establish 
whether the pleural effusion is due to heart failure or pneumonia. The aspirate 
showed a protein content of 6 g%, a glucose content of 30 mg% and an LDH 
content of 400 mg%. 



a) Can u now answer the question whether the pleural effusion is due to CHF or 
pneumonia ? And how did u know ? 

b) What other tests can be performed on the pleural aspirate to reach a specific 
diagnosis ? 

c)What are the types of pleural effusion? 
d) How to manage the case ? 



a) Pleural aspirate should be analyzed to know whether it is a trasudate or 
exudate ( ) : Pneumonia : exudate, CHF : transudate 
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4- A heavy smoker man 74 year old, presented with hemoptysis. On 
examination he was cachectic and had 2 hard LN 2 cm in size, in the right 
supraclavicular area. There was dullness in the upper right anterior part of the 
chest. He had a history of right upper limb pains and atrophy of the hypothenar 
muscles was noted. 



a) What is the diagnosis ? 

b) Enumerate causes of atrophy of the small muscles of the hand. 

c) Enumerate 5 hazards related to smoking. 

d) How would you treat him ? 



5- A 45 year heavy smoker man presented to the outpatient clinic with an 
acute respiratory infection of few days duration. On examination his chest 
was over inflated and bilateral basal medium sized crepitations were 
detected. 



a) What is the probable diagnosis ? 

b) What are the investigations you would ask for ? 

c) How would you treat him ? 
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6- A 32-year old man suffers since adolescence from recurrent attacks of dyspnea 
and chest wheezing. He doesn't smoke. His symptoms are controlled with an inhaled 
drug. 



a) What do you expect his pulmonary function to show during an attack? 

b) What is the pathogenesis of this condition ? 

c) What is the medical treatment of this condition ? 



a) What do you expect his pulmonary function to show during an attack? 
o FVC is reduced. 
o FEV1/FVC is reduced. 

o Bronchodilator test : improvement of FEV1 > 15% 
o Peak Expiratory Flow rate : is decreased. 
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7- A 63 year- old man with a 40 pack-year smoking history complains of 
progressive dyspnea, persistent cough and weight loss. He also has 3rd 
degree clubbing. Chest examination revealed decreased movement on 
the right side of the chest with decreased fremitus, dullness to 
percussion, and decreased breath sounds all on right. The trachea is also 
deviated to the right side. A right scalene LN 3 cm in diameter was 
readily palpable. 



a) What is the most probable diagnosis ? and why ? 

b) How to investigate this case to reach specific diagnosis ? 



The patient's investigations showed in addition metabolic alkalosis, 
elevated serum Cortisol and ACTH. 



c) What do you expect as a complication of this condition ? 

d) What is the pathological type of this type of lesion in the lung ? 

e) What other related complications that may be present in such a case ? 



a) What is the most probable diagnosis ? and why ? 

- Bronchogenic carcinoma in the right lung presenting with right 
pleural effusion . 

- The effusion is malignant due to shift of the trachea to the same 
side due to collapse of the underlying lung due to bronchial 
obstruction by the tumor. 

- Other indications for presence of bronchogenic carcinoma are the 
old age, smoking history, weight loss, 3 rd degree clubbing,& 
presence of scalene LN enlargement. 

C) What do you expect as a complication of this condition ? 

Cushing syndrome due to ectopic secretion of ACTH by the tumor, 
d) What is the pathological type of this type of lesion in the lung ? 
Small cell lung cancer. 
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8- A 27 year old female presented with fever , anorexia, dyspnea, dull aching 
chest pain on the right side, together with dry cough. She had been losing 
weight for the last 4 months. On examination there was pallor, low grade 
fever and a toxic face. The apex beat was in the 5th space outside the MCL. 
There was stony dullness in the right lower & middle lung zones, with 
decreased breath sounds in the same zones. 



a)What is the most probable diagnosis ? 

b) What are the 3 most important investigations you would request ? 

c) Just outline the main lines of treatment ? 



a) Right side pleural effusion probably due to TB 
b) 

1) Chest radiology : X ray & CT ( most accurate, may identify as little as 
10 mL of fluid) 

2) Pleural aspiration : exudate ( .... ) with the features of TB : 

o Rich in lymphocytes & RBCs , Low glucose level. 
o Bacteriological examination : ZN 

3) pleural biopsy is diagnostic & show tuberculous granuloma in 2/3 of 
patients. 

c) 

1. General : Rest, good nutrition. 

2. Anti TB drugs : ( see book ) 

3. Chemotherapy alone is inadequate due to poor penetration of 
anti-TB drugs, so must be drained by ICT & surgical removal of a 
calcified empyema is necessary. 

4. Cortisone : to reduce inflammation & fibrosis. 
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9- A 65 year-old male, heavy smoker since 40 years used to suffer from 
persistent cough during the last 7 years & was diagnosed as chronic 
bronchitis. Recently, he started to lose weight since few months & he 
noticed change in character of cough since few weeks, cough became 
more severe & prolonged. He had 3 attacks of hemoptysis. 
On examination : Temp : 38°C, Clubbing & pallor. 



a) What is the most probable diagnosis ? 

b) Mention the 2 most important investigations in this patient . 

c) How can u explain clubbing, pallor & fever ? 

a) Bronchogenic carcinoma, 
b) 

1- Radiology ( X-ray, CT ) 

2- Bronchoscopy & biopsy, 
c) 

o Clubbing : para-malignant syndrome ( unexplained ) 

o Pallor : anemia ( Anemia of chronic disease, para-malignant S ) 

o Fever : pneumonia, lung abscess, bronchiectasis, empyema, para-malignant S 
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MCQ 



1- A low protein content is characteristic of pleural effusions associated with : 

a) TB. 

b) Cirrhosis. 

c) Bronchogenic carcinoma. 

d) Rheumatoid diseases. 

2- Which of the following manifestations is typical of Kartagener's syndrome? 

a. Intestinal obstruction 

b. Dextrocardia 

c. Steatorrhea 

d. Infertility 

3- Hypercapnia is a typical feature of : 

a) Pulmonary embolism. 

b) Salicylate intoxication. 

c) Pulmonary fibrosis. 

d) Severe chronic bronchitis 

4- In pneumonia, the following features are classically associated with the specific 
organisms EXCEPT : 

a) Erythema nodosum and Mycoplasma pneumonia. 

b) Hyponatremia and Legionella pneumonia. 

c) Abscess formation and Staphylococcus aureus. 

d) Hemolytic anemia and Streptococcus pneumonia. 

5- In lobar pneumonia which of the following is true in arterial blood : 

a) Decreased Po2, increased PC02 

b) Decreased Po2 , Decreased Pco2. 

c) Decreased Po2 and normal Pco2. 

d) Normal Po2, increased Pco2. 

6- Which is NOT a part of Kartagener syndrome : 

a) Dextrocardia. 

b) Sinusitis. 

c) Impotence. 

d) Bronchiectasis. 

7- Which is correct in type 2 respiratory failure : 

a) Decreased Po2, increased PC02 

b) Decreased Po2 , Decreased Pco2. 

c) Decreased Po2 and normal Pco2. 

d) Normal Po2, increased Pco2. 
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8- In pleural effusion, an impaired transport of glucose into the pleural space is found in : 

a) TB 

b) Myxedema. 

c) Liver cirrhosis. 

d) Rheumatoid arthritis. 

9- Bronchial breath sound is found in all EXCEPT 

a) Collapse with patent bronchus. 

b) bronchial asthma. 

c) superficial, big, cavity with patent bronchus. 

d) bronchopleural fistula. 

10- A 43 year old man consult you as he is producing a cupful of foul purulent sputum 
every day. Examination reveals digital clubbing and coarse crackles at the left base. What 
is the most likely diagnosis ? 

a) Bronchiectasis. 

b) Acute lung abscess. 

c) Bronchoalveolar cell carcinoma. 

d) Sarcoidosis. 

11- Clubbing is present in all EXCEPT : 

a) Fibrosing alveolitis. 

b) Cystic fibrosis. 

c) Emphysema. 

d) Bronchiectasis. 

12- Crepitations not influenced by coughing are found in : 

a) Acute pulmonary edema. 

b) Pneumonia. 

c) Fibrosing alveolitis. 

d) Lung abscess. 

13- Which of the following drugs is NOT used in acute asthma : 

a) Zafirlukast. 

b) Terbutaline. 

c) Corticosteroids. 

d) Ipratropium bromide. 

14- Which of the following occupations is associated with new onset asthma ? 

a) Paint sprayer. 

b) Insulation installer. 

c) Typist. 

d) Truck driver. 
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15- Which of the following is the most common malignancy associated with asbestos 
exposure ? 

a) Pleural mesothelioma. 

b) Non-Hodgkin lymphoma. 

c) Bronchogenic carcinoma. 

d) Fibrosarcoma. 

16- A pleural aspirate with diminished glucose concentration, excess lymphocytes, high 
specific gravity is characteristic of : 

a) Tuberculous effusion. 

b) Pneumococcal pneumonia. 

c) Asbestosis. 

d) Malignant lymphoma. 

17- A patient with a superior mediastinal swelling, bilateral ptosis will benefit most from 
which of the following : 

a) Prostigmine. 

b) Corticosteroids. 

c) Thymectomy. 

d) Cholinergic drugs. 

18- A patient with low grade fever and weight loss has decreased movement on the right 
side of the chest with decreased fremitus, dullness to percussion, and decreased breath 
sounds all on the right. The trachea is deviated to the left. The most likely diagnosis is : 

a) Pneumothorax. 

b) Pneumonia. 

c) Pleural effusion. 

d) Atelectasis. 

19- Which is false regarding transudative pleural effusion : 

a) Protein < 3.0 g/lOOml. 

b) Pleural fluid/serum LDH ratio < 0.6 

c) PH<7.2 

d) Specific gravity < 1016 

20- Which is example of exudative pleural effusion : 

a) Nephrotic syndrome. 

b) Constrictive pericarditis. 

c) SVC syndrome. 

d) Rheumatoid arthritis. 
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21- Commonest cause of hypertrophic osteoarthropathy is : 

a) Fallot's tetralogy. 

b) Bronchiectasis. 

c) Mesothelioma. 

d) Bronchogenic carcinoma. 

22- Which of the following drugs may produce pleural effusion : 

a) Losartan. 

b) Miltefosine. 

c) Amiodarone. 

d) Propranolol. 

23- Lovibond's angle is approximately : 

a) 120° 

b) 140° 

c) 180° 

d) 160° 

24- Pink, frothy, and profuse sputum is seen in : 

a) Pneumoconiosis. 

b) Lobar pneumonia. 

c) Acute pulmonary edema. 

d) Aspergilloma. 

25- Non-cardiogenic pulmonary edema is seen in all EXCEPT : 

a) Fulminant hepatic failure. 

b) Hemorrhagic pancreatitis. 

c) Deep sea diving. 

d) Malignant malaria. 

26- A patient with hemoptysis and having depressed bridge of the nose is diagnostic of : 

a) Rickets. 

b) Wegner's granulomatosis. 

c) Congenital syphilis. 

d) Rhinocerebral mucormycosis. 

27- Which of the following is not a paraneoplastic syndrome in bronchogenic carcinoma : 

a) Cachexia. 

b) Hemoptysis. 

c) Polymyositis. 

d) SIADH 
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28- Regarding hypoventilation all are true EXCEPT : 

a) Occurs in severe kyphoscoliosis. 

b) Hypoxemia. 

c) Hypercapnia. 

d) Hypoxemia is not corrected by 100% 2 . 

29- Impaired diffusion is seen in all EXCEPT : 

a) Sarcoidosis. 

b) Pleural mesothelioma. 

c) Emphysema 

d) Anemia. 

30- Which does not belong to the triad of symptomatic bronchial asthma : 

a) Chest pain. 

b) Dyspnea. 

c) Wheeze. 

d) Cough. 

31- Caplan's syndrome is coal worker's pneumoconiosis associated with : 

a) SLE 

b) Scleroderma. 

c) Rheumatoid arthritis. 

d) Ankylosing spondylitis. 

32- Viral pneumonia may have : 

a) Signs of consolidation in chest. 

b) Splenomegaly 

c) High WBC count 

d) Foul-smelling expectoration. 

33- All are commonly seen in Legionella induced pneumonia EXCEPT : 

a) Cavitation 

b) Hyponatremia 

c) Proteinuria 

d) Confusion 

34- Asbestosis is NOT related to : 

a) Mesothelioma of peritoneum 

b) Mesothelioma of pleura 

c) Progressive massive fibrosis 

d) Carcinoma of the lung. 

35- Which is not common in primary pulmonary tuberculosis 

a) Cavity. 

b) Fibrosis. 

c) Lymphadenopathy. 

d) Pleural effusion. 
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36- Which is not a bedside feature of fibrosing alveolitis 

a) Orthopnea 

b) Anemia 

c) Clubbing 

d) Crepitations 

37- Chronic respiratory failure is not seen in 

a) Diffuse interstitial fibrosis 

b) Emphysema 

c) Pneumothorax 

d) Chronic bronchitis 

38- Commonest middle mediastinal mass is 

a) Lymphoma 

b) Aortic aneurysm 

c) Bronchogenic cyst 

d) Thymoma 

39- commonest posterior mediastinal tumor is 

a) Neurofibroma 

b) Lymphoma 

c) Teratodermoid 

d) Metastatic carcinoma 

40- Commonest cause of superior mediastinal syndrome is : 

a) Lymphoma. 

b) Thymoma. 

c) Bronchogenic carcinoma. 

d) Retrosternal goiter. 

41- Which is false regarding Pickwickian syndrome 

a) Marked obesity 

b) Hyperventilation 

c) Somnolence 

d) Right sided heart failure 

42- The commonest benign pulmonary neoplasm is 

a) Lipoma 

b) Adenoma 

c) Fibroma 

d) Hamartoma 

43- investigations of highest diagnostic efficacy in acute pulmonary thromboembolism is 

a) ECG 

b) Ventilation/perfusion lung scan 

c) Spiral CT 

d) Arterial blood gases. 
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44- High amylase in pleural fluid is found in all EXCEPT 

a) Esophageal rupture 

b) Bronchogenic carcinoma 

c) Sarcoidosis 

d) Acute pancreatitis 

45- Which is not a neurological paraneoplastic syndrome of bronchogenic syndrome 

a) Eaton-Lambert syndrome 

b) Cerebral thrombosis 

c) Retinal blindness. 

d) Subacute cerebellar degeneration. 

46- Which is not in the list of bedside severity assment of bronchial asthma 

a) Kussmaul's sign 

b) Pulsus paradoxus 

c) Silent chest 

d) Central cyanosis 

47- Pure oxygen therapy may produce all of the following EXCEPT 

a) Acute lung injury 

b) Respiratory depression 

c) Fibrosis of the lung 

d) Consolidation of the lung 

48- Upper border of liver dullness is elevated in all EXCEPT 

a) Ascites 

b) Right subdiaphragmatic abscess 

c) Right pneumothorax 

d) Right pleural effusion. 

49- Commonest cause of respiratory failure is 

a) Emphysema 

b) Fibrosing alveolitis. 

c) Bronchial asthma. 

d) Chronic bronchitis. 

50- Acute lung injury ( ARDS ) should be differentiated from : 

a) Acute LVF 

b) Congestive cardiac failure. 

c) Acute severe asthma. 

d) Spontaneous pneumothorax. 

51- All are features of hypercapnia EXCEPT 

a) Capillary pulsation 

b) Central cyanosis. 

c) Papilledema 

d) Asterixis. 
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52- Classic dermatological manifestation of chronic sarcoidosis is : 

a) Erythema nodosum. 

b) Maculopapular rash 

c) Lupus pernio 

d) Subcutaneous nodules. 

53- The most reliable symptom of acute pulmonary thromboembolism is 

a) Chest pain 

b) Hemoptysis. 

c) Breathlessness 

d) Syncope 

54- Pulmonary fibrosis is not produced by : 

a) Tuberculosis. 

b) Cor pulmonale. 

c) Progressive systemic sclerosis. 

d) Rheumatoid arthritis. 

55- Cranial nerve most commonly affected in sarcoidosis is : 

a) VII 

b) II 

c) V 

d) X 

56- Commonest cause of death in sarcoidosis is : 

a) Cor pulmonale. 

b) Pneumonia. 

c) Nephrocalcinosis. 

d) Neurosarcoidosis. 

57- Reactivation of pulmonary tuberculosis is due to : 

a) Malnutrition. 

b) Low perfusion. 

c) High ventilation. 

d) LowPa0 2 . 

58- Commonest sign of aspiration pneumonia is : 

a) Stridor. 

b) Tachypnea. 

c) Central cyanosis. 

d) Crepitations. 

59- The dose of which antituberculous drug need not to be reduced in severe renal 
failure : 

a) Rifampicin. 

b) INH. 

c) Pyrazinamide. 

d) Streptomycin. 
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60- Bronchial adenoma most commonly present as : 

a) Cough. 

b) Stridor. 

c) Recurrent hemoptysis. 

d) Chest pain. 

61- Bradypnea is associated with : 

a) Narcotic overdose. 

b) Acidosis. 

c) Pneumonia. 

d) Acute lung injury. 

62- Primary spontaneous pneumothorax is associated with : 

a) Tall & thin individuals. 

b) Non-smokers. 

c) Exercise. 

d) COPD. 

63- Predominantly left sided pleural effusion is seen in : 

a) Congestive heart failure. 

b) Amebic liver abscess. 

c) Esophageal rupture. 

d) Liver cirrhosis. 

64- Which of the anti-tuberculous drugs should be totally avoided in pregnancy : 

a) INH. 

b) Rifampicin. 

c) Ethambutol. 

d) Streptomycin. 

65- The most common organism causing pneumonia during mechanical ventilation in the 
first 4 days of hospitalization is : 

a) Staph, aureus. 

b) Streptococcus pneumonia. 

c) Gram -ve bacilli. 

d) Hemophilus influenza. 

66- Which of the following is NOT responsible for development of interstitial lung 
disease : 

a) Carbamazepine. 

b) Methotrexate. 

c) Amiodarone. 

d) Carbimazole. 

67-Asbestosis may be complicated by all EXCEPT : 

a) COPD 

b) Mesothelioma of pleura. 

c) Bronchogenic carcinoma. 

d) Pulmonary fibrosis. 
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68- On examination of the chest of a patient with a unilateral tension pneumothorax, 
which of the following signs is present ? 

a) Chest wall movements are decreased on both sides. 

b) The mediastinum is pulled towards the affected side. 

c) Breath sound may be decreased or absent on the affected side. 

d) Tactile vocal fremitus will be increased on the affected side. 

69- Concerning respiratory failure, Which of the following statements is true ? 

a) PaC02 is elevated in all types of respiratory failure. 

b) The commonest cause of type II respiratory failure is pneumonia. 

c) Pulsus paradoxus is a sign commonly associated with respiratory failure. 

d) It always presents with dyspnea. 

70- A 65-year-old man presents with progressive shortness of breath with a history of 
heavy tobacco use. Breath sounds are absent on the left side of the chest. Percussion of 
the left chest reveals dullness. While you place your hand on the left side of the chest and 
have the patient say "ninety nine," no tingling is appreciated in the hand. The trachea 
appears to be deviated toward the left. Which of the following diagnoses is most likely? 

a) Pneumonia 

b) Bronchial obstruction 

c) Pleural effusion 

d) Pneumothorax 

71- Which of the following is a typical manifestation of chronic hyperventilation? 

a) Hypoxemia 

b) Hyperphosphatemia 

c) Tetany 

d) Clubbing 

72- Which one of the following disorders characteristically produces type I respiratory 
failure ? 

a) Kyphoscoliosis. 

b) Guillan-Barre polyneuropathy. 

c) ARDS 

d) Inhaled forign body in a major airway 

73- All of the following are causes of an elevated hemidiaphragm EXCEPT : 

a) Laryngeal nerve paralysis. 

b) Surgical lobectomy. 

c) Subphrenic abscess. 

d) Pulmonary collapse. 
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74- 77 : 

a) Chest x ray. 

b) arterial blood gas. 

c) CT chest. 

d) V/Q scan. 

e) Peak expiratory flow rate. 
f)FBC. 

Which is the most appropriate investigation for each of the scenarios below ? 

74- A 17 year-old girl has been admitted with acute onset shortness of breath believed by 
her GP to be a deterioration in her normally well controlled asthma. She has suffered 
with asthma since the age of 5 years & is normally well controlled, she has never had any 
hospital admissions. She usually takes regular salbutamol and beclomethasone. 



75- A 27-year-old patient with a history of Marfan's disease presents to emergency with 
new onset shortness of breath. He has not had any recent illness and has not been 
exerting himself or playing any sports in the past couple of days. He is not complaining 
of cough but has noticed a small amount of right sided chest pain since the onset of the 
shortness of breath. 

76- A 51 -year-old lady has recently returned from holiday in Alex. Since her return she 
has noticed a minor pleuritic chest pain, which she thought would resolve with time. 2 
days on, the pain is worsening and she has developed shortness of breath. On 
examination her saturation on room air is 89% , her chest is clear with good air entry & 
she has no swelling in her calves. D-dimer test is positive and chest X-ray normal. 

77- A 41 -year-old man is referred by his GP to the respiratory clinic for investigations of 
his worsening dyspnea & dry cough. He has no past respiratory history & his GP is 
concerned about finger clubbing, which he has noticed on routine examination. On 
auscultation of his chest he has noticed fine end inspiratory crepitations and chest X-ray 
shows a ground glass appearance. 
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Answers 

l-b 

2-b 

3-d 

4- d hemolytic anemia and Mycoplasma 

5-b 

6-c 

7- a 

8- d 

9-b 

10 -a 

11-c 

12- c 

13- a 

14- a 

Isocyanates are examples of low molecular weight substances that induce asthma. These 

compounds are found in spray paint & plastics. Insulation installer may be exposed to 

asbestose, this would result in fibrosis rather than bronchospasm. 

15- c 

Although malignant mesothelioma is usually associated with a history of exposure to 

asbestos, it is a relatively uncommon malignancy. In contrast, the risk of bronchogenic 

carcinoma increases markedly with asbestos exposure ( 2-3 fold ) 

16- a 

- The exudate, due to pneumococcal pneumonia has the same picture but contains 
instead of lymphocytes, polymorphonuclear leucocytosis. 

- The exudate due to asbestosis is due to development of mesothelioma and is 
hemorrhagic & doesn't decreases the sugar content of the aspirate. 

- In malignant lymphoma, the aspirate is the same as TB but the glucose level is not 
affected. 

17- c 

The patient has myasthenia gravis due to thymoma. 

18- c 

19- c 

20- d 

21- d 

22- c 

23- d 

Lovibond's angle is the angle made at the meeting of the proximal nail fold and the nail plate 

when viewed from the radial aspect; normally, less than 165° but exceeding this in clubbing of 
the fingers. 

24- c 
25-c 
26- b 
27- b 
28- d 
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29- b 

30- a 

31- c 

32- b 

33- a 

34- c 

35-a 

36-b 

37-c 

38-b 

39-a 

40-c 

41-b 

42-b 

43-b 

44-c 

45-b 

46-a 

47-c 

48-c 

49-d 

50-a 

51-b 

52-c 

53- c 

54- b 

55- a 

56- a 

57- c 

58- b 

59- a ( Rifampicin -► Renal failure © ) 

60- c 

61- a 

62- a 

63-c 

64-d 
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65-a 

66-d 

67- a 

68- c 

69- c 

70-b 

This case is left lung collapse produced by an obstructed bronchus. A possible cause of 
obstruction and atelectasis of a large amount of left lung tissue could be obstruction of a major 
bronchus by carcinoma of the lung, especially in an older patient who is a heavy smoker. 
71- c 

72- c 

73- a , phrenic nerve paralysis not laryngeal nerve © 

74- e 
75-a 
76-d 

77-c 
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